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The Stapleford Case: implications for the field 

Dr Eilish Gilvarry considers the largest investigation in the GMC’s history. 


T he Stapleford Centre in London and 
Essex is a private unit directed by Dr 
Colin Brewer and has been at the 
centre of GMC enquiries over the 
last few years. It treats many drug 
users, offering a range of pharmacological 
approaches including injectables, and 
naltrexone implants. It also offered a home 
detoxification referred to as "D-I-Y 
detoxification" that allowed a person, with 
their carers, to detox from opiates at home. 
This used multiple medications for 
symptomatic relief. The charges made against 
the seven doctors ranged from inadequate 
assessment to poor monitoring and concerns 
over many aspects of the process of the D-I-Y 
detoxification. 

The GMC case started many years ago, to 
much fanfare and press coverage, with reports 
that the charges related to the importance of 
methadone maintenance and the merits of the 
private treatment system versus a perceived 
antiquated NHS delivery system. It has finally 
ended with (almost) silence. 

The hearing of the case began in October 


2004 and became the largest investigation in 
the GMC’s history. Determinations were given 
a year and a half later in March 2006, with a 
detailed account of the findings of fact and the 
reasons for those findings. Three doctors were 
found guilty and referred for possible 
sanctions. Seven months later, determinations 
were given regarding the doctors. 

Despite initial press coverage, this case 
was never about the philosophy of 
methadone maintenance, nor about dose of 
methadone, nor about naltrexone or implants 
or the philosophy of private versus NHS 
practice. 

Rather it was about clinical care: the basic 
duties of a doctor to the patient and families, 
about communication, and about total care of 
the patients - above and beyond just 
prescribing for illicit drug problems. 

The November determination regarding 
Dr Brewer reiterated the nature of the 
findings against him, namely: a failure to 
perform adequate assessments, inadequate 
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Searching for the 
promised land 

SCAN bites has over the past three 
years striven to find a positive 
message for its readers on the eve 
of the festive season. And indeed, 
2006 has been a more positive 
year for SCAN members as 
reflected in the upbeat topic of 
this year's conference in 
Manchester: Addiction Specialists: 
New Challenges, New 
Opportunities. Judging by the 
content of delegates' 
presentations, and the feedback 
from participants, there is a new 
mood of optimism in the 
addiction specialist camp. 

We think this has been partly 
helped by greater constructive 
dialogue between addiction 
psychiatrists and the National 
Treatment Agency (NTA), 
particularly at a regional level, 
with evidence of positive 
joint initiatives. SCAN members 
have also made important 
contributions to the development 
of addiction services at a national 
and a local level. 

On the national front, the 
first SCAN consensus report on 
Inpatient Treatment of Drug and 
Alcohol Misusers in the NHS 1 has 
supported the NTA's Tier 4 
initiative, and provided some 
principles for the development of 
this treatment modality. Feedback 
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THE STAPLEFORD CASE 


EDITORIAL CONTINUED 



The implications of Stapleford 


-> monitoring, and inadequate responses to 
medical needs including inappropriate 
assessments and management of pain; longer 
term prescribing of benzodiazepines, 
Dexedrine and Pallium that were meant for 
short term use, with the resultant 
development of dependence; and failure to 
notify the DVLA when a patient continued to 
drive against advice. The panel signalled 
particular concerns over three cases: pofydrug 
prescriptions with escalation of dose and 
lack of clear management plan (albeit "a 
particularly difficult patient"); an unnecessary 
test of a patient’s tolerance to opiates, which 
was considered "ethically unacceptable"; and 
the inadequate process of the D-I-Y Home 
detoxification, which resulted in the death of 
a patient. While recognising the many 
testimonials given, the panel directed that Dr 
Brewer’s name be erased from the medical 
register. 

So, what can the field learn from this case? 
Certainly, addiction services work with an 
interesting and often complex patient group. 
However, the best intentions for the patient 
can never justify the compromising of the 
fundamentals of good practice, such as 
adequate assessment; good communication 
and liaison with other doctors and agencies; 
keeping good records; being aware of your 
competencies and limiting practice to these; 
and "prescribing only the drugs that... serve 
the patient’s needs." 

Responsibilities of the doctor with regard 
to the DVLA were also noted, and this is 
clearly an issue that the addiction field needs 
to take on board. The panel was also 
concerned that drugs (noted were 
benzodiazepines, opiates and Dexedrine), 
were started for short term treatment but 
were continued over years resulting in 
additional dependencies in patients. 

This is clearly important: benzodiazepines 
given to alleviate symptoms during 
detoxification, insomnia or for anxiety should 
be considered carefully with appropriate 
assessment, should be monitored and should 
be prescribed only if they "serve the patient’s 
needs". 

The BNF guidance should always be 
considered and if there is deviation from the 
guidance, adequate records must be kept on 
the reasoning, with frill explanation of risks 
given to patients. 

Much was also noted about 


communication with patients and families (in 
the case of detoxification in this GMC report); 
the importance of adequate clear information, 
including written information; checks that the 
families have frilly understood and have 
support; and that GPs are involved or at the 
least fully notified. 

The panel found against Dr Tovey and Dr 
Kindness, with sanctions applied to Dr Tovey’s 
practice and Dr Kindness receiving a 
reprimand. The panel detailed aspects of Dr 
Tovey’s management that were considered 
inadequate in their full findings in March. 
These aspects were repeated in the November 
determination and included: (lack of) 
appropriate monitoring and response to tests 
of compliance; failure to communicate with 
GPs, particularly with regard to D-I-Y home 
detoxifications; failure to adequately supervise 
this procedure; and prescribing of high doses 
of drugs without adequate explanations. Of 
particular concern was the prescribing of 
opiates for pain relief without adequate 
assessment and management. Sanctions have 
been imposed on Dr Tovey for three years, 
including the requirement of supervision of 
his work by an addiction specialist. 

So, at the end of this lengthy case, what 
can we learn? Good basic care of patients is 
essential: with comprehensive assessment and 
care of all aspects of the patient; formalised 
care plans; good records with explanation and 
reasoning for your actions; appropriate 
referral and discussion with GPs and other 
providers; and regular review of management 
and prescribing practices. 

Care must be taken with longer term 
prescribing of benzodiazepines and other 
drugs, and doctors should know their 
competencies and not act outside of them. 

The case underscores the importance of audit, 
review of your practice, appraisal and 
continuous professional development - 
requirements for all doctors, at all levels and 
in all sectors of the treatment system. ■ 


Dr Eilish Gilvarry is Consultant Addiction 
Psychiatrist, Northumberland, Tyne and Wear 
NHS Mental Health Trust, and was an expert 
witness on the Stapleford Centre case. 

Information about the case can be found at 
www.gmc-uk. org/ 


Searching for 

to SCAN from both national and 
international critics has been, in 
the main, extremely positive. We 
are in the process of finalising the 
second consensus report, 
commissioned by the Home 
Office, on the interface between 
Criminal Justice Integrated Teams 
and Mental Health Services. In 
both cases, the specialist report 
writing teams have been 
supported by wider 
multidisciplinary steering groups 
and national consultation. We are 
in the process of selecting 
consensus topics for 2007 from a 
shortlist of over 50 suggestions 
made by SCAN members and our 
partner organisations. Overall the 
consensus project initiative has 
become an important part of 
SCAN's work programme, which 
we hope will provide a lasting 
legacy for the field. 

At a regional level SCAN has 
been active in supporting its 
members through a number of 
initiatives. We have helped two 
new networks to come into being 
in the past 12 months: the South 
East Region Addiction 
Psychiatrists Forum, and the North 
Eastern Regional Addiction 
Specialists Group, and a further 
regional group is in the planning 
stage. SCAN did this by 
identifying parts of England not 
served by existing regional 
networks and bringing people in 
those areas together for initial 
discussions and then supporting 
meetings. Now most regions in 
England have active specialist 
groups, and most of these have 
established links with other 
regional bodies including the NTA 
and the Royal College of 
Psychiatrists (RCPsych). With 
increasing regionalisation, 
particularly of the RCPsych, we 
feel that these groups are going 
to become more influential in 
determining the future shape of 
our profession and the direction 
of policy. 

Locally, SCAN continues to 
provide advice and support on 
local problems in service 
provision. This part of SCAN's 
remit remains the least 
developed, partly because of 
limited resources to develop this 
work in a more formal way, and 
partly because of the 
establishment of more formal 
mechanisms addressing 
performance and inspection of 
services in the NHS. Hence there is 
a need to clarify what SCAN 
might bring to the table to assist 
services with problems that other 
agencies do not already have a 
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promised land 

remit to provide. Nevertheless, 
SCAN continues to provide both 
informal and more formal 
support by specialists to specialists 
experiencing difficulties locally. 

We aim to work with the NTA 
and other organisations, including 
GPs (RCGP and Substance Misuse 
Management in General Practice 
network), to develop this further 
over the coming year. 

However, the article in this 
issue by Fernal Utku and Ken 
Checinski is a timely reminder 
that the addiction treatment 
system remains in a state of flux. 

In some parts of the country 
radical commissioning decisions 
are having a major impact on the 
way that addiction specialists are 
being 'persuaded' to work. Some 
of this search for the promised 
land of optimal addiction 
treatment services is driven by a 
perfectly laudable need to 
improve their efficiency and 
effectiveness. In other cases 
change is being driven more by 
radical ideology about what 
addiction treatment should look 
like, with scant consideration of 
the evidence base, or the impact 
this might have on safety of 
clinical practice. 

While we should all be able 
to sign up to an agenda to 
improve the provision of 
treatment for drug and alcohol 
misusers, the relentless push 
towards getting more people into 
treatment with less emphasis on 
quality and safety has been 
criticised. 

Pressure from commissioners 
to give drug misusers what they 
want, when they want it, with 
minimal barriers to access, seems 
at face value to be difficult to 
argue against, and is no doubt 
popular with politicians and 
policy makers. And anyone 
arguing against such a manifesto 
is likely to be ostracised for being 
a dinosaur, shortly to face 
extinction, to be replaced by 
genetically superior user friendly, 
open-all-hours, name-your-dose 
services. However, this needs to 
be balanced against potential 
risks to the patients, the public 
and to the services themselves. 

In terms of risks to patients, 
the recently concluded GMC case 
on the Stapleford Clinic is a timely 
reminder that the everyday 
addiction treatments we provide 
can, in the wrong hands, or 
without appropriate clinical 
assessment, governance and 
safeguards, result in fatal 
consequences. 

The Stapleford's 'DIY detox' 


that involved prescribing multiple 
drugs in large quantities for home 
use with minimal medical 
supervision, is superficially 
attractive in terms of increasing 
access to treatment and giving 
patients greater autonomy in 
determining their treatment, and, 
no doubt, more cheaply than a 
spell of inpatient treatment. But 
this is a clear example of 
commitment to a treatment 
ideology getting in the way of 
effective clinical safeguards and 
common sense. 

As the largest case so far 
conducted in the GMC's history, it 
also has the potential to bring our 
speciality into disrepute, even 
though it clearly involved 
extremes of practice which would 
(hopefully) not be commonplace 
in the treatment system. 

However, when addiction 
specialists are being pressurised to 
compromise levels of patient 
supervision, the 

comprehensiveness of assessments 
and investigations, or increase 
amounts of take-home 
medication, in order to provide 
greater access to treatment 
within existing resources, we 
should ponder on the GMC's 
ruling in the Stapleford case, and 
question whether anything we 
are being asked to do could leave 
us open to similar criticisms of 
professional misconduct. 

Similarly, a recent public 
enquiry into the case of John 
Barrett 2 , who was released from a 
psychiatric hospital and tragically 
murdered a member of the 
public, should give cause for 
reflection. Barrett was a substance 
misuser who was mentally ill and 
had a history of violence: a not 
uncommon scenario for addiction 
specialists working in the NHS. In 
this case, the individual doctor 
responsible for his care, who is 
incidentally a highly experienced 
forensic psychiatrist, was criticised 
for poor clinical judgement, even 
though the enquiry recognised 
systemic failings in the NHS Trust 
management which made such a 
disaster more likely to happen. 

Where NHS specialist 
addiction services are gradually 
being replaced by voluntary 
sector providers employing GPs 
with limited specialist training to 
do the prescribing, and no robust 
clinical governance mechanisms, 
under pressure to take on more 
and more patients with less and 
less time devoted to assessment 
and management of each 
individual, how well are the 
patients with complex needs. 


including psychiatric comorbidity, 
going to be managed? How safe 
will the doctors prescribing in 
such a service be if they are 
working outside their 
competencies, without adequate 
support, and under pressure to 
deliver commissioner-driven 
targets? 

Looking around the country, 
how many Stapleford-like 
scenarios have been created by 
this headlong rush for quantity 
rather than quality? How many 
clinical 'accidents' are waiting to 
happen? Only time will tell. 

But we do need to reflect on 
what happens when things go 
wrong in the treatment of 
substance misusers, as in the 
above recent examples, and think 
about what can be learnt for our 
own practice. And when we are 
concerned that local 
commissioning or management 
decisions, made by people with 
no direct responsibility for 
patient care, are likely to impact 
on the safety of our clinical 
practice, we need to make these 
concerns clearly known. Because 
you can be quite certain that 
when something goes wrong, 
the individual clinician who was 
managing the individual patient 
is going to be held responsible 
rather than the idealogues 
determined to 'modernise' 
clinical practice. So SCAN's festive 
message for 2006 is, " if it's not 
safe, don't do it." ■ 

Prof. Colin Drummond 
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Travelling 




fellowships 

awarded 


Congratulations to the 
successful applicants for the 
third round of the SCAN 
Travelling Fellowships in 
Service Innovation. 

The awardees are: 

4 Dr Billy Boland, London, 
who will undertake a 
placement in three 
treatment and research 
centres in the United 
States 

4 Dr Dharangini Dinakaran, 
London, who will 
undertake a placement in 
two centres in California, 
one of which provides 
treatment to pregnant and 
parenting women and one 
of which provides 
treatment to adolescents 
4 Dr Deborah Judge, 
Wiltshire, who will 
undertake placements in 
Sydney and Melbourne 
with centres and specialist 
services that deal with 
adolescent addiction 
4 Dr Lucy Spirling, London, 
who will undertake a 
placement at the Center 
for Nicotine and Tobacco 
Use Research at Yale 
University School of 
Medicine 

Each fellowship recipient will 
prepare a report on their 
experiences from 
placements, which will be 
undertaken in the next six 
months. These will be made 
available to the SCAN 
membership. The closing 
date for applications for the 
next round of travelling 
fellowships is 1st February 
2007. We look forward to 
receiving applications. 

Forms are available on the 
SCAN website, or by 
contacting the SCAN team 
on 020 7261 8728 or 
scan@nta-nhs.org.uk. 


■ we should... 
question whether 
anything we are 
being asked to 
do could leave 
us open to... 
criticisms of 
professional 
misconduct. 









INTERVIEW 


Young people & addiction 
psychiatry: a crash course 
in common sense 

An interview with Dr Ron Alcorn 

Ron Alcorn was a consultant addiction psychiatrist in adult services for 12 
years before he transferred to Child and Adolescent Mental Health Services 
(CAMHS) to work with young people with substance misuse problems. Here, 
Ron talks about the unique challenges and opportunities in this work and 
the uncertainty about the future shape of young people's addiction services. 
Interview by Meredith T. Mora, SCANbites Features Editor 


MM What led you to make the 
transition from working as an 
addiction specialist, with adults, to 
working with young people with 
substance misuse problems? 

RA I was ready for a change in my 
career, and the life cycle approach to 
addictions had always fascinated me. I 
had done some work with the elderly 
and with young people early on in my 
career, but there really isn’t much out 
there in terms of addiction services for 
people outside of the 18-65 age range. 

So, in 2004, when I saw an 
advertisement where they’d actually 
put some impetus and thinking - and 
handing - behind a consultant post and 
a team, it was a rare opportunity and I 
applied. I thought I could bring some 
of my experience of service 
development in the adult sphere to the 
new service as well as having the 
opportunity to learn from a CAMHS 
environment. 

MM What are the main issues in the 
provision of treatment for young 
people with drug and alcohol 
problems? 

RA We have to be very sensitive to the 
overall needs of the young person, not 
just the drug and alcohol related 
problems. It’s about trying to improve 
a young person’s chances in a broad 
developmental way - educational 
development, personal development, 
gaining independence, addressing the 
milestones in young people’s lives, 
considering the family systems. 

It’s also about understanding the 
range and patterns of substance use 
and the nature of problems that a 
young person presents, but not 
labelling them prematurely or 
stigmatising them. I think it’s 
important to have a range of 
interventions up your sleeve, and that 
hinges on good comprehensive 
assessment often conducted in 
partnership with other agencies. The 


care plan must involve the young 
person and make sense to them, and it 
must always take account of risk and 
child protection issues. These 
elements underpin all of our work. 

The way we work must be flexible 
because young people work very 
differendy with professionals - they 
don’t always come to appointments at 
set times, they don’t necessarily come 
to fixed sites. It’s much more of an 
outreach style and we work very closely 
with a lot of other agencies. In fact, the 
work can’t be done in isolation so, 
while there are many service models, I 
can’t see how a service for young 
people could be safely established 
outside of a very integrated approach 
within Children’s Services. 

MM Do you enjoy the flexibility of 
the work? 

RA Definitely. No two days are alike. 

I’m out and about a lot more, in a 
variety of community settings - some 
unexpected - including home visiting, 
church halls, Youth Offending Teams, 
social services departments. 

There is also more flexibility in 
devising programmes with young 
people, particularly prescribing 
programmes. So many assumptions 
are made in adult services about how 
people view the medication, what their 
expectations are and what they get 
from it. All that is different with young 
people, as it’s usually something very 
new for them. It’s an exploration 
between you and the client as opposed 
to something very formulaic. 

We are also trying to be a bit more 
creative about how we involve young 
people in designing services that meet 
their needs, such as where they’re 
seen, how they’re seen, who by, and 
how often. There are a lot of 
unknowns in this treatment field but 
from my point of view, there should be 
a lot more emphasis on systemic 
thinking and psychological treatments 



rather than reliance on a prescription 
pad. The medication cannot be the 
draw card for attendance - it is more 
about the relationship between you 
and the young person. 

Also, the nature of young people’s 
drug and alcohol use is such that it 
differs from area to area and patterns 
can change quite quickly Some areas 
see large amounts of Class A drug use, 
some see more alcohol and cannabis 
use. However, that might change 
radically within a couple of years. So 
services must have models that are 
flexible and can respond to local 
realities. 


It’s an 
exploration 
rather than 
something 
formulaic 


MM What are some of the particular 
challenges in your work? 

RA The team is much smaller, so the 
turnaround time for ideas and creativity 
is faster than in large drug dependency 
units. However, it can appear quite 
fragile at times, particularly if there’s 
turnover of staff. This is partly because 
there isn’t a large pool of experienced 
workers out there, who have addictions 
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experience and young people’s 
experience. 

Another challenge that has been 
fascinating to me is learning the 
balance between boundaries and 
flexibility required when working with 
young people. It’s a very skilful 
balance, I suspect not unlike parenting! 

Young people need structure in 
their lives and that’s often a very 
important way that they move forward, 
but you have to be a little flexible in 
order to engage with them in the first 
place. It’s essential to have good 
support, good supervision and good 
policies. It’s that mix of clear protocols 
and boundaries alongside the flexibility 
to work with young people in a way 
they can relate to. 

MM What are the kinds of problems 
that you see presenting? 

RA We cover the three boroughs of east 
London, and we see mostly heavy 
skunk (cannabis) use and its related 
problems, such as the association with 
early onset psychosis. We see binge 


drinking and other kinds of 
problematic alcohol use. We deal with 
vulnerable groups, particularly 
exploited young women, homeless 
young people, those dropping out of 
the school system and in the youth 
justice system. 

We see young people with early 
dependence on heroin, crack and 
alcohol. So it’s a great opportunity to 
intervene at that stage. However, we’re 
also seeing some entrenched patterns 
that have a rather sad inevitability 
about them, because of the multiplicity 
of some young people’s needs and 
addictive behaviour at quite young 
ages. 

MM How are they referred into 
your service? 

RA They’re referred from a new and 
developing range of tier 2 services that 
see a large number of young people, 
so we cover the tier 3/4 level of 
interventions. We get a lot of referrals 
from YOTs, from our colleagues in 
CAMHS, from social services 
departments and PRUs (Pupil Referral 
Units in schools.) 

We also receive referrals from adult 
services. We cover that grey area 
between a person’s 18th birthday and 
around their 19th birthday, so we tend 
to take the ones who are only just 
defined as ‘adults’, who have been 
referred into adult services initially but 
seem more appropriate for our 
service. 

MM How is the transition to adult 
services managed? 

RA One of the boroughs of east 
London has just appointed a 
transitional worker from young 
people’s services to adult addiction 
services. We’re trying to explore that 
whole area of transition for the 19 to 
23 year olds by looking at recurring 
issues and unmet needs. We’re 
developing a greater awareness of this 
group as a population. It’s a very 
interesting area and one that I think 
has been neglected. 

In the past, particularly before the 
DIP programmes, people really only 
pitched up to adult drug services after 
quite lengthy careers of addiction, 
generally in their late 20s and early 
30s. Working with interested GPs is 
also another important collaboration 
and can link young people into shared 
care models. 

MM Do you think that there is 
adequate provision of treatment for 
young people with substance 
misuse problems in the United 
Kingdom? 

RA There’s a widespread feeling that 
there isn’t and that, as yet, there hasn’t 
been enough emphasis on the 
treatment needs of young people. 
There’s a groundswell of people 


recognising the needs and looking 
around for resources, strategy and 
guidance. The NTA is now responding 
to this and I hope they will help steer 
the development of young people’s 
substance misuse services nationally 

Services have to find local 
solutions to local realities and these 
can be very different in different 
places, but there is a need for some 
overarching principles. We’re awaiting 
various types of guidance from the 
NTA about the shape of services and 
the nature of interventions like 
prescribing for young people. In the 
meantime we’re cobbling together safe 
and appropriate services as best we 
can. 

MM Is there data available to help 
inform these developments? 

RA We just don’t have data at the 
moment to inform these decisions 
really. The NDTMS is now collecting 
data from young people’s services. But 
even this may not be that helpful. Do 
we compare a young people’s service 
to an adult addiction service or is a 
better comparison with something like 
an assertive outreach young person’s 
service. Something like an early 
intervention in psychosis service? The 
latter is a better fit for the kind of work 
we do, characterised by quite small 
case numbers, an emphasis on 
engagement and often intensive, multi¬ 
agency working over long periods of 
time. 

I think there’s a need for a lot 
more sharing of experience; we need 
to look at other countries, other 
models and gather together what we 
think is best practice, and there should 
be a lot more research in this area. 

So, in that way, it’s an exciting time 
in young people’s services, but I think 
there are quite a few threats out there 
as to which direction the field will go 
and whether the money and resources 
will be available. We’re just awaiting 
some of that decision making - it’ll be 
clearer in the next couple of years. 

MM I understand there has been 
some preliminary mapping of young 
people's substance misuse services 
around the country. 

RA Yes, and it seems to be showing 
that some areas have funding, while 
others have had to find it within their 
existing resources. Some services have 
developed because someone locally 
had a special interest, others because 
someone has been recruited in. 
Services have developed in many 
different ways and there is a 
multiplicity of models. Some are in 
CAMHS, others are offshoots of adult 
services. 

MM How would you advise the SpR 
in psychiatry who plans a career 
working with young people with 
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ETHICS 


INTERVIEW CONTINUED 


■* addictions, in terms of the approach 
to training that will best equip 
them? 

RA Ideally you would have both 
CAMHS and addiction experience. 
Young people deserve the best of both 
CAMHS and alcohol and drug 
interventions, so it’s about getting that 
dual skill mix. There are people 
around the country looking at this 
issue at the moment, though it hasn’t 
come together yet in any fixed training 
route as far as I’m aware. So trainees 
are seeking out opportunities as best 
they can. There are opportunities for 
training in emerging services so I’d 
encourage trainees to look around. 
Certainly the teaching I’ve done here 
in east London, with both CAMHS 
trainees and addiction trainees, 
indicates that there’s a lot of interest in 
the area and an understanding of the 
need to get dual skills. 

MM What do you want to see in 
the future for treatment of young 
people with substance misuse 
problems? 

RA We need better knowledge of what 
problems services are seeing. We need 
to look closely at the models we are 
using to see how well they are fitting 
the needs. For example, the tier 
model is a very useful construct but it 
has its limitations. We need national 
collaborations to bring forward ideas 
in a coherent way There needs to be 
skilful interagency working - but that’s 
not easily achieved in a competitive 
market. Yet it’s essential for expanding 
our work in youth justice 
programmes, for working with 
voluntary sector agencies and 
responding to the needs of what 
presents in CAMHS. 

There are a lot of changes afoot 
such as the implementation of 
Children’s Trusts, and potentially 
radical changes in CAMHS. So it’s 
going to be quite a challenging area in 
the next few years. Young people’s 
alcohol and drug services are going to 
have to respond to these emerging 
trends. To do that, I feel strongly that 
they need to be given some impetus 
and stable funding so that, at least for 
a period, we can develop services and 
protocols and have time to bed in, 
rather than having to meet unrealistic 
adult targets for want of any other 
knowledge base or system of 
evaluation. 

‘Cost per episode’ and ‘payment 
by results’ type approaches are going 
to be big challenges for young people 
services because, on many of those 
criteria, we would look very expensive. 
These measurements don’t account for 
the issues we’re facing in the complex 
task of engaging young people and 
working with them. 


3views 

On patient confidentiality and possible 

THE FOLLOWING CONUNDRUM WAS SUBMITTED BY A SCAN MEMBER AS 



The conundrum 

I was recently approached by a member of my nursing staff following her 
review of an alcohol dependent patient. Our discussion identified tensions 
between the engagement of a recidivistic patient and patient 
confidentiality. I would welcome your views on this case. 

The patient concerned is very severely alcohol dependent and has 
been known to the service for approximately 10 years. He is a 45 year-old 
married man with two adult children who has a history of alcohol 
withdrawal seizures, delirium tremens and a chronic history of poor 
engagement with formal treatment. 

When he was 39 years of age he was convicted of ABH against a 
stranger; an event which appears to be linked to the escalation of his 
alcohol problem. His usual presentation to addiction services is via a 
referral from a medical ward which he has accessed following an acute 
presentation to A&E (Seizure and/or DTs). 

These referrals usually culminate in him dutifully attending outpatient 
appointments but often very heavily intoxicated and on occasions 
threatening security and clinical staff. His contact with the service to date 
has usually resulted in him refusing treatment. Following his most recent 
admission to a medical ward, where he underwent assisted alcohol 


"Document in the patient's record the 
steps you took..." 

II THE MEDICAL DEFENCE UNION PERSPECTIVE 


WHEN considering disclosing information 
without consent, the MDU advises that 
doctors must balance the potential harm 
to the patient, and to the doctor-patient 
relationship, against the benefit to be 
gained from releasing information. 

This is in line with GMC guidance 
which states that confidential information 
may only be disclosed without the 
patient’s consent, or if consent has been 
withheld, in the public interest where "the 
benefits to an individual or to society of 
the disclosure outweigh the public and 
the patient’s interest in keeping the 
information confidential." (Confidentiality: 
Protecting and Providing Information 
(2004), paragraph 22) 

The GMC guidance goes on to state 
that "Disclosure of personal information 
without consent may be justified in the 
public interest where failure to do so may 
expose the patient or others to a risk of 
death or serious harm.. .for example, 
where a disclosure may assist in the 
prevention, detection or prosecution of a 
serious crime, especially crimes against 
the person". 

Domestic violence is an example of a 
crime against the person and may involve 
vo other family members in addition to the 
8 spouse. 

_j Your decision about whether to 

§ breach confidentiality or not may be 

influenced by, among other factors, any 
other treatment strategies you believe 
o would assist the family. However, it is 
© important to bear in mind that you could 


be called upon to justify your decision to 
disclose or indeed to withhold 
information so it is important to keep a 
record of your discussions with the 
patient and the reasons for your 
decisions. 

The MDU recommends that doctors 
follow the GMC’s guidance and take the 
following action when considering 
disclosure of patient information without 
consent. 

1. Seek the patient’s consent to disclose 
unless it is not practicable to do so, for 
example because the patient may be 
violent or because seeking consent would 
undermine the purpose of the disclosure. 

2. If practicable, inform the patient you 
are about to disclose information, what 
information will be disclosed and why. 

3. Disclose the information promptly to 
the appropriate body 

4. Disclose the minimum information 
necessary. 

3. Inform the patient in writing (if 
practicable) as soon as the disclosure has 
been made. 

6. Document in the patient’s record the 
steps you took to seek or obtain consent, 
and your reasons for disclosing 
information without consent. 

Decisions regarding disclosures of 
confidential information are often 
difficult. Members are welcome to contact 
the MDU to discuss such cases in 
confidence. 

Dr Catherine Wills, MDU medico-legal 
adviser 
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domestic violence 

AN ETHICAL DILEMMA FOR CONSIDERATION 


withdrawal, our senior nurse reports that for the first 
time he has demonstrated a commitment to treatment. 

He attended three consecutive appointments having 
consumed limited alcohol and there was an absence of 
threatening behaviour towards staff. 

However, for the first time he has also disclosed 
that over the last four weeks he has committed two 
acts of violence towards his wife. On his last 
appointment the nurse reported that he was 
verbalising threats to his wife. He has failed to attend the last two 
appointments with the nurse, and a fellow patient has reported that they 
have seen him drinking in a local pub. 

The question 

Does the service need to consider actively breaching patient confidentiality 
to protect the patient's wife? Are there other strategies that the service 
can employ to assist the patient's wife without breaching patient 
confidentiality and to what extent can engagement of the patient in 
treatment be seen as a harm reduction strategy in relation to domestic 
violence? 



"Abused women with capacity need 
to be left with some autonomy" 

II THE CONSULTANT PERSPECTIVE 


AS A Consultant in Addiction Psychiatry 
I am often mindful that my primary 
obligation is to my patient but realise 
that harm reduction works on a 
number of levels, including the wider 
community. 

I would certainly keep trying to 
engage the patient knowing that 
treatment can work and that reducing 
or eliminating alcohol misuse is likely 
to have a favourable impact on risk. 
There are also potential inroads to 
make a social assessment of the patient 
and his carer/carers regardless of active 
participation in treatment which 
pitched sensitively may be acceptable 
to all concerned. 

When there is a threat of death or 
serious harm to a named individual 
they can be warned in line with the 
GMC guidance on breaching patient 
confidentiality I am not sure that a 
threat of sufficient magnitude is 
present in this case. I need more 
information. 

It is unclear whether there is co- 
morbid psychiatric disorder which 
could impact on the risk profile. 
Further history and consent from the 
patient to speak to his wife could 
potentially be obtained using the 
emergency telephone number I obtain 
on initial assessment. 

Should I be unable to find this 
information or gain consent I would 
approach the primary health care team 
and/or social services; the wife may be 


a known patient, involved with 
psychiatric services herself or have a 
social worker already 

I retain the view that a well 
thought out approach which is 
documented and discussed with the 
team is likely to be more robust than a 
decision made in haste. There is a 
balance to be struck here to avoid 
alienating either party and potentially 
exacerbating the situation. 

My view is that abused women 
with capacity need to be left with some 
autonomy. Abused partners, male or 
female, may find advice on help lines, 
in local advocacy groups and refuges as 
well as having recourse to the law 
There are also, I believe, surveillance 
options available via the police. 

I would hope to facilitate her 
having this information either from 
myself, my team or a professional third 
party. Experience, however, leads me 
to realising that there are no magic 
answers and that effective treatment 
may involve several bites at the cherry 
This man’s history suggests that he 
will re-present most likely on a medical 
ward. At this point I hope he would 
consider a vigorous option such as 
residential rehabilitation and for my 
part I would try to facilitate this with 
the team as seamlessly as possible. 

Dr Gail Critchlow, Consultant 
Addiction Psychiatrist, Oxfordshire 
and Buckinghamshire Mental Health 
Partnership NHS Trust 


"Officers have a duty to 
take positive action" 

II THE POLICE PERSPECTIVE 

UNDER current Police Domestic Violence Policy in 
Greater Manchester there is a policy of positive 
action with regards to domestic violence incidents. 
This means that where police are called to a 
domestic violence incident they have a duty to take 
positive action and arrest offenders where there is 
evidence of a crime. Historically, the police only 
arrested for criminal offences where the aggrieved 
party provided a statement of complaint. However, 
if a police officer sees evidence of an assault and 
the officer has reasonable suspicion that the 
offender is responsible (be it from a verbal 
complaint by the victim or witness) then they can 
arrest and pursue a criminal charge. 

Police officers attending scenes now have 
access to digital cameras and can take photographs 
of injuries or damage (with the agreement of the 
aggrieved party) to support any allegations. Even 
without the agreement of the aggrieved parties the 
Police officer can provide a statement where they 
are a witness to the injury or damage. Where a 
victim initially provides a statement of complaint 
and then later wishes to retract that complaint, if 
sufficient independent evidence of the crime has 
been gathered initially, the aggrieved party can be 
summonsed to court and the case heard in what is 
commonly referred to as a ’victimless prosecution’. 

In considering breaching confidentiality, 
different levels need to be considered. It may be 
that there is partial disclosure i.e. the nurse 
discloses what she has witnessed without the need 
to disclose the patient’s full history If this was 
disclosed to the Police Domestic Violence Unit 
(DVU) it may be that they are already aware of the 
situation and there may be something in place 
regarding the domestic violence. If the concern is 
of a sufficiendy high level that the wife is in 
immediate risk of harm the matter could be 
reported to the police as a ‘concern for welfare’ 
whereby the Police would make an immediate visit 
to the address to check on the welfare of the wife. 

A final avenue could be to take the case to a 
Multi Agency Risk Assessment Conference 
(MARAC). These have been identified as best 
practice by the Home Office and are multi-agency 
panels for the high-risk victims of domestic 
violence. In Manchester this is joindy chaired by 
probation and the police and the partners 
currently involved are Victim Support; Children 
and Families (Social Services); Vulnerable Adults 
(Social Services); drug and alcohol social worker; 
education and health services. These meetings are 
confidential and information cannot be passed to 
outside parties without express agreement of the 
chair. The risk to a particular individual is assessed 
and appropriate actions identified. 

With regards to this type of situation it would 
help if perceived victims of DV were given access 
to support services for DV The nurse who 
witnessed the verbal threats to the victim should 
have access to appropriate literature, which could 
be given to perceived victims of DV so they can be 
made aware of support available, and take their 
own action if they need it. It would also be helpful 
if a potential victim of DV could be spoken to by a 
health care professional in these circumstances 
and her consent to passing on her details to 
support agencies could be obtained. 

Victoria Shaw, Detective Sergeant, City of 
Manchester Public Protection Investigation Unit, 
Domestic Violence Section 
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REVIEW 


T he speed with which the 
addiction field has grown 
over the last ten years is 
incredible. When I 
commenced my career in 
the speciality in 1991, the 
development of services was left to 
the great and the good within each 
health authority which was 
responsible for both commissioning 
and providing services (ED. How 
things change!). 

Since this time, the changes in the 
health services and in particular 
within our specialty have occurred at 
break-neck speed requiring providers 
and commissioners to develop 
services in a reactive fashion. I have 
witnessed an office-based review of 
clinical services, the submission of a 
wish-list for service developments, 
and the views of a selected small 
group of professionals labelled as 
needs assessments. 

It is therefore a relief to see the 
publication of the NTA’s Needs 
Assessment Manual 2 , as it may 
provide a much needed strategic 
steer to improve practice in this area. 

The publication of this document 
by the NTA, to provide guidance for 
local partnerships and NTA regional 
teams, carries obvious authority. 
Throughout the 80s and 90s, 
numerous publications described 
healthcare needs assessment as the 
recognised strategic instrument for 
planning services. Shortly after the 
launch of the 10-year drug strategy, 
the Substance Misuse Advisory 
Service 5 published a very helpful 
guide to aid commissioners. 

The NTA’s Needs Assessment 
Manual develops this work and 
provides some clarity to the issue of 
needs assessment and treatment 
planning. I however remain a little 
confused about the timing of this 
document. With approximately 
eighteen months to go before the end 
of our current drug strategy, it is 
unclear how the needs assessment 
approach, if adopted in the time 
span, will influence the remaining 
treatment planning cycles. 

One hopes that the publication of 
the manual signifies a move towards a 
prospective treatment planning cycle, 
which if implemented, could deliver a 
culture of evidence-based treatment 
planning. Commissioners have often 
complained that both the annual 
treatment planning process and the 
three-year local delivery plan process 
have not allowed for a formal needs 
assessment approach. It is very 
encouraging that the NTA is formally 
recommending this approach, and 
within it the formation of a local 
expert group to include provider 
agencies. Additionally, the proposal 



Needs assessment 
in addiction: is 
there capacity? 

Tom Phillips, Consultant Nurse - Addiction, 
Humber Mental Health Teaching NHS Trust and 
SCAN Policy Adviser 


Over the last decade, Tom has been involved in a number of local, regional and national healthcare 
needs assessment exercises. Most recently he co-authored the Alcohol Needs Assessment Research 
Project (ANARP) 1 . We asked him to review the guidance published by the NTA earlier this year. 


of strategically planning services 
based on prevalence, current and 
previous activity is to be 
commended. 

The document leans heavily 
towards the process and states the 
importance of ensuring there is 
appropriate capacity in services. 
Unfortunately, there is little guidance 
offered as to the definitions of 
capacity, something that has created 
much debate amongst 
commissioners and providers. There 
remains a lack of consensus in 
relation to determining capacity of 
individual services. The SCAN 
Consultant Job Plan survey 4 
identified that the "capacity" for 
services, led by full time consultants 
in addiction psychiatry, was variable 
with consultants being responsible 
for an average of 500 patients, yet 


/ \ 
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10% were responsible for between 
900-1200 patients. This suggests that 
norms for services and consensus on 
the definition for service capacity 
should to be determined if needs 
assessments are to accurately identify 
and resolve ‘blockages in the system’ 
as hoped. Understandably there is a 
reluctance to offer prescriptive 
models of service capacity, though 
previous models of healthcare needs 
assessment have offered illustrative 
service models against activity to 
illustrate the point. 

Similarly, I feel the manual could 
have given greater emphasis to the 
importance of examining the 
effectiveness and cost-effectiveness of 
interventions being delivered. The 
manual does emphasise the need for 
planners to consider interventions as 
outlined in Models of Care, yet there 
remains variations in practice across 
the country with few services 
publishing outcome data to help 
demonstrate effectiveness. 

A purist would suggest that the 
NTA Needs Assessment Manual could 
have emphasised the triangulation 
model of health care needs 
assessment which proposes the 
examination of i) incidence and/or 
prevalence, ii) effectiveness and cost- 
effectiveness of interventions and, iii) 
examination of existing services 5 . 
However, the document does move 
the process of evidence-based 
treatment planning forward and this 
must be applauded and appreciated. I 
recommend it as essential reading for 
addition specialists and 
commissioners. ■ 
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SERVICES 


In Surrey's less leafy parts, learning from the painful processes of 
formin', stormin', normin' and performin'. 


The fruits of 
collaboration 


ARE YOU BEING SERVED? THE RESPOND 
SERVICE IN LEATHERHEAD, SURREY 


Two years ago, a new service was created by 
the merging of statutory and non-statutory 
services. So was this a gunshot wedding or 
a marriage made in heaven? Over the last 
two years since its inception in December 
2004, our view has moved from the former 
to the latter, with hiccoughs along the way. 

Description of the service 

Eastern Surrey is a relatively affluent area with 
significant pockets of rural and suburban 
deprivation and special populations such as 
Travellers and deinstitutionalised people from the 
"Epsom Cluster" (large Victorian psychiatric 
hospitals serving London's population, based 
around Epsom) with long term mental health 
problems (a melange) and learning disabilities. 

Respond serves some 440,000 souls and 
was named, perhaps semi-whimsically, because 
we needed a name quickly. It is the spawn of a 
tendering process (possibly using a meat mallet 
as the bruises are only now starting to rescind) 
because the DAT and PCT were extremely 
unhappy with the NHS service and wanted 
something much better for their bailiwick. 

For the record, the predecessor service 
consisted of a multidisciplinary team for 
inpatients, day patients and community care 
with detoxification and recovery (therapeutic 
community for complex/dual diagnosis cases) 
facilities and clear and close links to non- 
statutory counselling and housing agencies 
(including homeless services) and with self-help 
addiction (AA, NA, CA) and mental health 
(Clubhouse) organisations. 

Since the early/mid 1990s, it had developed 
shared care with the excellent spectrum of GPs 
for alcohol and benzodiazepine misuse and had 
pioneered both Assertive Outreach (terrier) and 
Intensive Outreach (rottweiler) approaches. Dual 
diagnosis and prison in-reach were also 
developed in an attempt to provide seamless 
care, and support was given to the trailblazing 
Primary Care Addiction Team (led by Dr Margaret 
Birtwistle, and Mike Flanagan, still youthful, but 
now a Nurse Consultant). 

It was just not good enough, though. The 
two secondary care consultants (Dr Mark Prunty, 
seconded largely to DH as Policy Adviser, and Dr 
KC, cantankerous senior consultant) were 
singled out for special criticism (boo, hiss... it is 
pantomime season, after all). So, a decision was 
taken to look for a markedly better service, 
utilising GPs as prescibers and taking a non- 
statutory line if at all possible. Duly, In-volve won 
the fairly competitive tendering process and set 
up shop in a high street location in Leatherhead. 
GPs were not forthcoming and a decision was 
made to take on the clinical staff from the 
predecessor service to the PCT and form an 
amalgamated body with joint PCT and In-volve 
headship. 

The focus is still largely on abstinence for 



alcohol/non-opiate patients and on harm 
minimisation for people with opiate problems. 
There is less emphasis on dual diagnosis, with 
expert care pathways and flow charts replacing 
liaison workers and the day programme run by 
In-volve with more counselling also being 
provided in-house. 

The patient group remains 70:30 alcohol: 
drugs (as a primary problem) and 70:30 
malefemale. All clinical staff (especially the 
primary care team) enjoy very high caseloads and 
the day programme suffers from delayed 
discharge and silting up (with associated patient 
flow problems upstream). 

An innovation to the quiver of services on 
offer has been the hugely popular, largely 
evidence-free, range of complementary therapies 
on offer, including massage, teas and 
acupuncture, so much so that a practical 
knowledge of one or more of these approaches 
is seen as highly desirable in a new senior 
medical post. Also, the Specialist Registrar is now 
offering an undergraduate Special Study Module 
in phytotherapy and naturally occurring 
psychotropic substances (with visits and practical 
exposure for the St George's students now 
taking the module). 

Challenges faced and strategies employed 

The three main challenges faced were, in order 
of importance: culture, closely followed by 
culture, with culture bringing up the rear. The 
plodding, statutory culture kicked off against the 
fleet of foot "can do" non-stat approach. Who 
would have guessed the result (OK - half-time 
score)? Hard-nosed, Evidence-Based Medicine 
squared up to user/carer-centric, softer focus 
practice. The referee (service manager) and 
associates (PCT and In-volve directors) were 
appointed and the beautiful game started in 
earnest. There really were very few shared rules - 
each side used its own code. There were a few 
red and yellow cards, some went off hors de 
combat, others left on (?free) transfer. Key 
strategies involved judicious use of the 
managerial whistle and, essentially, an even- 
handed approach to obstruction and fouls (some 
encultured, even accidental, others clearly 
professional), with several attempts to test the 
ref from both sides. The needs of apprentices 
(trainees) had to be recognised, as had the needs 
of senior pros. For example, one senior pro (KC) 


required the designated, primary use of an 
office, the only one available in the building (see 
"a Room with a View"). Others (including the 
ref) had to use the shared facilities. Then that 
senior pro found he had nowhere to keep his 
memorabilia from several seasons and 
campaigns except in that office. Sorted? - more 
or less and with no serious fractures. 

Progress (half-time score) 

There is evidence that a shared code is evolving. 
Mutual respect has developed between 
individuals on both sides. There is still a relentless 
pursuit of statistics, caseloads hurt like severe 
cramp, and orange segments and a sponge are 
scant relief from the onslaught of the 
fans/patients (surely they don't think it is all 
over). Despite cash flow problems, key players 
are being appointed, though there are obvious 
gaps in the formation. In service terms, data 
collection remains a major bugbear, as are 
caseloads (Respond is a service that has difficulty 
saying no) and length of stay (outreach workers 
are being engaged to help patients move on 
from the day programme). GP shared care is a 
perennial challenge: they are right behind the 
service - just by quite a long distance. Suitable 
Clinical Governance structures are not 
sustainable in a standalone service, and 
precariously placed within a modern, essentially 
non-provider PCT, so the NTA was called in to 
give a view. There are a number of possibilities, 
including reintegration into the enlarged and 
rejuvenated mental health trust. One thing is 
clear - the important lessons learned through 
the painful processes of formin', stormin', 
normin' and performin' should not be lost and 
the fruits of collaboration should be held high 
for all to see. ■ 


A note of welcome and warning 

You can ring any member of the team to find 
out more. Phone 01372 379739, but remember 
that the receptionist will announce "Respond!" - 
please do so. 

Dr Ferhal Utku, Research SHO in Addictive 
Behaviour (previously Staff Grade with the 
predecessor service) 

Dr Ken Checinski, Senior Lecturer in Addictive 
Behaviour both of St George's, University of 
London 
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SCAN CONFERENCE 


S P R 


Third annual SCAN 
conference achieves 
100 per cent delegate 
satisfaction 

OVER the last three years SCAN has held an 
annual conference and, each one of which has 
received high levels of satisfaction. However, this 
year's conference held at the Radisson SAS Hotel 
Manchester, received the highest level of 
satisfaction yet with 100% satisfaction being 
received! 

New challenges, new opportunities were the 
theme for the conference, which signalled a 
move towards a more optimistic and a solution- 
based approach for specialists working in the 
field. The programme was as extensive as ever 
having noted the views of our members. 
Elements included Money, Management & 
Models; Addiction treatment and the criminal 
justice system and the popular parallel sessions. 
This year the parallel sessions looked at the 
current issues of Modernising Medical Careers; 
nurse prescribing; and designer drugs, all of 
which might prove to be opportunities for 
specialists in the coming years. Also, the 
conference provided a platform for the launch of 
the Treatment of Addiction Research Group 
(TARG), a new research group that is 
commissioned within the Mental Health Research 
Network (MHRN) aimed at developing a national 
network of multidisciplinary research 
collaboration in the addiction field. 

139 delegates attended the conference this 
year, which was a slight drop in attendance from 
last year (Bosworth, n=161) but very similar to 
our launch conference at the Belfrey in 2004 
(n=143). We retained considerable interest in the 
conference despite requesting, for the first time, 
that delegates contribute 50% towards the costs. 
This financial contribution did not affect the 
experience of the delegates. SCAN has 
consistently received a similar rate of responses 
to all conference evaluations. However for the 
first time the SCAN conference and the overall 
content of the programme received a 100% 
satisfaction rating. The same was true for the 
parallel session on designer drugs. The most 
highly rated section of the programme this year 
was addiction treatment and the criminal justice 
system followed by money, management & 
models and the designer drugs parallel session. 
Yet, all elements of the programme received high 
levels of satisfaction. The handy location of the 
conference was rated at 95% along with the 
service and catering. 

Once again the success of the conference 
relied on active participation of the SCAN 
members, presenters' excellent presentations and 
the SCAN team's organisation; many thanks are 
extended to all. As ever we have received 
suggestions on how to improve the conference 
for next year and an extensive list of topics to be 
considered for the programme. One comment 
received emphasises what we hoped to achieve 
this year... Last year it felt a bit like I was being 
told how to behave and what to do. This year 
feels much more about education and 
inspiration. 

Copies of presentations are available to SCAN members 
on http://www.scan. uk. net/conferences/ 



"Those who 
can demonstrate 
leadership skills 
will be highly 
valued." ~ 


Applying for that consultant 
post: an employer's perspective 


.. .Apart from an application form? 
Until recently that might not have 
been so wide of the mark - the 
national (albeit with some regional 
variation) shortage of qualified 
specialists, and the associated 
difficulty in recruiting, meant that 
advertisements that resulted in 
applications were a source of relief. 
However, there is some indication 
that this is changing and it is timely 
to give some guidance to potential 
applicants. 


I t is worth dwelling on the 

application form since this is the 
start of the application process 
and a neat, legible, clearly laid 
out application form, in which 
the local requirements of the Trust 
have been complied with, and is the 
best way to start. It should be 
absolutely clear that the person fulfils 
the essential criteria for the post. 
Where desirable criteria are also met 
this should be spelled out. 

Candidates could give examples of 
work they have previously 
successfully undertaken against the 
set essential and desirable criteria. If 
the candidate has relevant 
experience or skills that the post has 
not asked for then they should 
describe the added contribution 
these could make. In terms of the 
recruitment process, we also like 
people who visit and are interested 


in and complimentary about the 
service. So, it is important to start 
with a good impression on paper 
and in person, but what sort of 
person with what sort of experience 
and qualities do we want? 

Addiction services across the 
country vary tremendously in their 
style of service delivery and the range 
of services they provide. The ideal 
consultant candidate will have a 
range of service experience that 
enables them to take a broad view. 
This would include comprehensive 
experience of clinical practice but 
also of different ways in which 
addiction services are delivered. A 
good candidate will not have fixed 
inflexible ideas about how things 
should be done. However, they will 
have enough knowledge and 
experience to challenge, question 
and improve local established 
practice. 

Training opportunities available 
to SpRs are often constrained by the 
local service provision and so SpRs 
might want to consider ways of 
obtaining a broader view by seeking 
secondments outside their own area 
to experience a specific treatment 
setting. SCAN travelling fellowships 
are an excellent way of gaining this 
broader perspective. The SCAN 
conference is also a source of new 
perspectives. 

Substance misuse services (and 
the NHS generally) are undergoing 
continuing change. For consultants 
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to play a full part in this and to 
operate successfully within it, they 
need to understand how to work well 
with managers and non-medical 
clinicians, and how to work with 
commissioners. We don’t want to 
recruit new consultants who have a 
"them and us" attitude to managers or 
commissioners (this is perhaps 
particularly challenging since many 
SpRs will be trained by consultants 
who may have had very bruising 
experiences with managers / 
commissioners in recent years) Since 
the only certainty in the NHS for 
delivery of addiction services is that 
change will continue, we want to 
recruit consultants who demonstrate 
flexibility and an ability to continue 
changing and developing in the years 
ahead. We want people who will be 
good colleagues; are informed, have 
made good use of their experiences 
and have sought out new 
experiences. 

Those who have taken a 
leadership role as opportunities arose 
and who demonstrate leadership 
skills will be highly valued. 

We started talking about the 
application form so perhaps it’s 
useful to finish by talking about the 
interview. Though well regulated by 
the College requirements, consultant 
appointment committees have not 
always been very creative in the 
selection process. We are likely in the 
future to require candidates to do 
more than sit across from a panel 
and answer questions. The selection 
process could include candidates 
undertaking presentations (pre 
planned, or not), candidates 
performing tasks to display their 
approach to a team problem, or 
maybe even undergoing personality 
profiling. This assessment centre 
approach is becoming more common 
now for all roles in the NHS. For 
references to be most useful to the 
panel they will include one from 
someone who is truly in a position to 
comment on the candidate’s ability to 
undertake the role applied for. 

We think that this is essentially a 
good news story in that we are seeking 
to recruit new consultants with the 
background and skills to equip them 
for a satisfying and successful career. 
And of course, anyone wishing to find 
out more about posts in the North-West 
is very welcome to contact Dr Sell via 
SCAN. ■ 

Dr Louise Sell is Interim Substance 
Misuse Clinical Director, Bolton 
Salford and Trafford Mental Health 
Trust, and Mrs Cath Moran is Interim 
Director of Operations and Nursing, 
Bolton Salford and Trafford Mental 
Health Trust. 


Addiction training: a 



Dr Mohammad Faizal 


B ecoming a member of the Royal 

College of Psychiatrists was thought to 
be the final stumbling block to my 
dreams. Towards the end of SHO 
training, I had decided to pursue Addiction as 
a career. It did not take long to realise that 
among psychiatrists there were uncertainty 
about the future of addiction. Trying to 
reason it out, I realised that many senior 
colleagues had little training in addiction. It 
never occurred that I would realise a possible 
answer to this in a year's time. 

Enthused by an addiction trainer in my 
deanery who encouraged trainees and 
portrayed a positive image of the addiction 
field, I decided to pursue addiction. I was 
given a list of posts to choose from and I 
decided to pursue addiction in the second 
year. In hindsight, this was a big mistake: 
Modernisation and reorganisation of the NHS 
took its toll and the only trainer in addiction 
decided to leave the trust. Many Specialist 
Registrars were left in the lurch as their plans 
to do a year in addiction were dashed. Others 
wished to gain experience through special 
interest sessions and there were no trainers 
locally to provide supervision. 

As a compromise, I started exploring 
opportunities for special interest sessions. 
There was no database of training 
opportunities that I could refer to, so I 
resorted to the conventional method of 
surfing the net. I approached a private facility 
for special interest sessions and they were 
very quick to respond. Most visiting 
consultants are from NHS and it's fairly easy 
to find a supervisor. The experience was very 
valuable and allows a trainee to experience 
the differences between the NHS and private 
sector. In this era of evolution of the New 
Market in health services it is certainly an 
experience worth considering. 

Having had partial success, I approached 
the addiction consultant in a neighbouring 
deanery. The next step was to obtain a special 
interest session in an NHS facility in 


personal experience 

Manchester. Looking back, I realise my 
knowledge of opportunities in neighbouring 
deaneries was limited. 

The next few months were a steep 
learning curve on how to manage a post in a 
deanery other than my own. From my 
experience, I can offer the following tips to 
other SpRs who may be in this situation: 
o First and foremost get approval from the 
consultant in addiction and the 
Programme Director from the deanery you 
wish to apply to 

o Once you have a confirmation that a 
training position is available, approach 
your local Programme Director and 
deanery 

o Make your career goals clear and point out 
the gaps in local training scheme. 

There are two ways to obtain the training. 
One is to request a transfer for a year to 
another deanery to complete your training. 
This is cumbersome as it involves obtaining 
permission from both deaneries and 
negotiation to join the on call rota. 

Another option is to request a 
secondment for a year to the trust where you 
intend to do your training. This is much easier 
as you have to negotiate this with your 
employing deanery and Programme Director. 
On calls are the next issue. Negotiate with 
your current Trust regarding your continued 
place on their rota. Trusts are generally happy 
to keep this arrangement as they have locum 
slots and it works out cheaper for them to 
keep you on the rota. The implications for 
the deanery are obvious - they must pay you 
whilst you are working in another deanery. If 
you make a good case and demonstrate that 
there are gaps in the local training scheme, 
they will likely approve it. 

Through this process, I have managed to 
accomplish my goals despite addiction 
training being unavailable in my own 
deanery. However, I am aware that there are 
trainees in the same boat who have lost out 
on training as their needs could not be met 
locally. The lessons I have learnt are: 
o Explore opportunities early rather than 
late 

o Approach neighbouring deaneries and try 
to obtain a list of trainers who are willing 
to supervise additional trainees 
o Private facilities can provide useful 
experience 

o Finally, approach your programme director 
and Deanery with a solution and they 
should be willing to help. ■ 

Dr Mohammad Faizal ' Specialist Registrar, 
Bolton Salford and Trafford Mental health 
Trust, and SCAN SpR. 

Editor: Dr Faizal could have approached SCAN 
for help as we have a database of SpR 
trainers in each Deanery, which is regularly 
updated. While we cannot release personal 
contact data, we can make enquiries and 
facilitate the process of finding an alternative 
placement or special interest sessions. 
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SPR SERIES: RESEARCH 



How to get started in addiction research 

From idea to research protocol: 
the seven-step programme 


Dr Julia Sinclair recently 
completed an MRC Special 
Training Fellowship in 
Health Services Research 
and a D.Phil at Oxford 
University. She shares her 
experience on getting 
research going. 


Before you are even aware 
that there is a research 
project out there for you, 
many clinical questions are 
likely to bombard you on a 
weekly basis: Why do we do 
things this way? Could we do 
this better? Why do we do 


things differently here from 
where I have worked before? 
What is the effect of 
methadone on someone’s 
reflex time? What is the 
prevalence of substance 
misuse in psychiatric 
inpatients? Does co-morbid 
alcohol misuse reduce the 
effectiveness of treatments for 
depression? And hundreds of 
other questions. 

If no satisfactory answers to 
your questions are available 
you may move into the 
contemplation phase and 
begin to wonder whether this 
is an area you wish to explore 


further. Think about the 
benefits and risks that 
undertaking a project may 
entail. It is essential at this 
stage to decide what the 
motivations are for 
undertaking a piece of 
research, and the time and 
resources that you will have 
to commit to it. Without this, 
even the best conceived 
research question is unlikely 
to reach completion. 

It is all too easy to rush 
headlong into action without 
fully considering exactly what 
we wish to achieve, how we 
are going to do it, what the 
obstacles are and how these 
may be overcome. The 
following steps will help to 
ensure that by the time you 
submit the fully formed 
research protocol for funding 
or ethical approval, you have 
a robust research plan that 
will withstand the inevitable 
set backs that occur. 

1. The idea 

Whether it is your idea or 
suggested to you by someone 
else, make sure that you are 
really interested in the 
subject, it is hard to motivate 
yourself to work on 
something to which you are 
not fully committed. 

2. Formulate the question 

At this stage most ideas are 
vague topics of interest, to be 
dissected out into a precise 
simple question. People often 
find this the most difficult 
part, and make the research 
too complex or attempt to 



answer more than one 
question. Simplicity and 
clarity are key. There are 
many ways of taking a vague 
idea and turning it into a well 
honed research question: 
write things down, brainstorm 
with colleagues, read the 
literature, post a note on the 
SCAN discussion forum, think 
laterally around the idea. By 
the end, a vague idea "What 
impact does alcohol misuse 
have on psychiatric 
inpatients?" becomes "What is 
the prevalence of alcohol 
misuse in psychiatric 
inpatients?" and a hypothesis 
to test "Alcohol misuse 
increases inpatient length of 
stay". 

3. Search the literature 

What evidence is there 
already on this subject? Is it 
conflicting? Does it need 
replicating, how might 
differences in local 
geographical and socio¬ 
demographic characteristics 
affect the results? Is there any 
previous work on this? Not 
only will a literature search 
save you from repeating 
research that is already well 
known (e.g. "Is alcohol 
dependency associated with 
higher suicide mortality?"), it 
may also help you to refine 
your question further. It will 
also give you an indication of 
ways to operationalise it . It 
will also be a useful reference 
base. Keep a record of the 
references and papers that are 
relevant for use later. 

4. Operationalise the 
question into definable 
measurable parts 

Who exactly is the target 
population? (E.g. staff, carers, 
service users, database 
sample, DIP clients, pregnant 
women.) How do you define 
your terms? (Misuse, 
dependency, co-morbid etc.) 
How will you measure it? 

(E.g. alcohol misuse, as 
defined by a score of 8 or 
more on the AUDIT; drug use 
from self-report or biological 
sample; diagnosis from 
clinical notes or structured 
interview.) 

5. Choose a research 
method (See box 1) 

Most importantly this should 
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HUMOUR 


be determined by what best 
answers the question. There 
are many good references that 
will help with this. However 
other considerations in 
choosing a research method 
include your own skills and 
training, the availability of 
supervision, and the feasibility 
in terms of timing, 
accessibility to the 
population, and resource 
constraints. 

6. Peer review of work to 
date 

Subjecting our fledgling ideas 
to the scrutiny of others is 
difficult, but doing so at this 
stage can save time and 
frustration later on. Ask for 
constructive criticism. 
Specifically ask how it might 
go wrong, whether it is 
feasible, whether it is over 
ambitious, if it could be 
simpler, and whether the 
resource implications have 
been accurately gauged. 

7. Write a detailed protocol 

(See box 2) 

This is an iterative process 
which, by this stage will have 
already gone though several 
versions, as you work through 
the earlier steps. Not only 
does writing help to refine 
the question further and to 
identify all the steps necessary 
for the project, but you will 
find that it is a multi-tasking 
document that you will use 
for peer review, ethics 
committees, and funding 
bodies. Later it forms a very 
useful structure for writing up 
the project. 

Good luck! 

Dr Julia Sinclair, Honorary 
Consultant in Psychiatry, 
Centre for Suicide Research, 
Warneford Hospital, Oxford, 
0X3 7JX 


( \ 
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Structure for a 
Research Protocol 

Background to the study 

Why this study is needed 
and where there are gaps / 
controversies in the current 
literature 

Ethical considerations 

Particularly when involving 
vulnerable groups, 
collecting samples, or 
performing invasive 
procedures, or asking 
sensitive questions 
Aims 

The overall purpose of the 
study, what you hope to 
achieve, and ideally the 
hypothesis to be tested 

Plan of investigation 

Study design 
Study subjects 
Data to be collected 

Study procedures 

Identification of sample, 
recruitment, informed 
consent, payment of 
participants 

Data analysis 

Depending on study design, 
but if quantitative will need 
power calculation and 
description of analysis to be 
performed 

Timetable of work 

Diagram (Gantt chart) of 
estimated time for all parts 
of the study - ethics 
approval, recruitment, data 
collection, analysis 

Justification of costs 

How does the study 
represent good value for 
money (for funding 
protocols), how does it 
build on infra-structure 
already in place. What are 
the actual costs of doing the 
study? N.B Remember travel 
costs for participants, 
postage, photocopying of 
questionnaires, transcription 
costs, as appropriate 

Dissemination strategy 

What will you do with the 
results? Who will you 
present them to, how will 
the study help to inform 
practice or policy? 



Strange but 
true: St Hilda's 
still a beacon of 
innovation 

Since the passing of St 
Hilda’s, SCANbites has 
learnt that the spirit of 
Meek et al is alive and well. Readers may 
remember the storyline which featured 
decommissioned Routemaster buses 
being utilised to provide "innovative" drug 
services across Hackworth DAT’s area. 

Since we carried this story members 
have informed us of a fleet of buses 
undertaking drugs and alcohol work 
across Wiltshire, Essex, Leicestershire and 
Norfolk - although the 17.4 metre Norfolk 
SOS Mercedes Benz bendi-bus is not 
actually a Routemaster 

Sadly, we are yet to find a 
Routemaster bus adorned with pink livery 
as depicted in St Hilda’s. Yet these buses 
do carry such names as the Amber Bus 
(Ed. This oddly has a silver livery f), Chill 
Out Bus and SOS Bus. Before members 
get too worried about specialist service 
being re-tendered, further examination 
reveals that many of the buses sent into 
SCANbites are in fact mobile advice and 
information services rather than 
treatment services. The Amber and Chill 
Out buses target young peolple, offering 
counselling and support. The Amber Bus 
arrives with two residents from a 
rehabilitation unit onboard to offer their 
advice. 

Whereas the the Norfolk SOS bus is 
right in the front line offering care to any 
person in Norwich's clubland it provides 
the first point of contact for those in 
need; including two beds! So it’s 
reassuring to know that St Hilda’s remains 
a beacon of innovation even from beyond 
the grave. 
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COMMISSIONING 


S tatutory clinicians can cite 
examples of poor 
commissioning: a charity 
offering a residential opioid 
detoxification programme 
with two hours input daily from a 
local general practitioner Monday to 
Friday, or a voluntary agency 
prescribing service run by a newly 
qualified doctor and two drug 
workers calling themselves a specialist 
drug service. 

Of course many of us would 
argue that by contrast re¬ 
commissioning our own statutory 
services are obvious examples of 
good commissioning when based on 
need/service remodelling and not as 
part of a cycle which destabilise and 
demotivates all providers. The world 
of commissioning is about to 
undergo another radial change with 
practice based commissioning, 
foundation trusts and payments by 
results. 

Public service reforms 

There is a drive for more choice and 
listening to what patients want (think 
of waiting times in A&E or clean 
hospitals) which leads the 
Department of Health to place better 
care, better patient experience and 
better value for money as their core 
mantra. This will all be achieved by 
money following the patient, 
rewarding the best and most efficient 
providers and by diverse providers 
with increased innovation. 

Systems will be put in place to 
decide and regulate these reforms 
with guidelines to ensure safety, 
equity and fairness. 

What this means in practice 

There is a lack of clarity about how 
practice based commissioning (PbC) 
will work; indeed the Department of 
Health (DH) has been clear that it will 
not be explicit in saying how PbC will 
be put into effect as it should be 
tailored to meet local needs and 
expectations. This means that two 
neighbouring Primary Care Trusts 
(PCTs) could have very different 
commissioning arrangements. 

Initially there has been reluctance 
for GPs to become involved in PbC 
for various reasons including lack of 
clarity about what it means and the 
lack of financial incentives. To counter 
this, the DH has now stated in its 
latest white paper Health Reform in 
England: Update and Commissioning 
Framework Annex (http://www.dh. 
gov. uk/assetRoot/04/13/72/27/0413722 
7.pdf) that GPs should be 
"incentivised" through cash release 
schemes to get involved in PbC. 

Each GP practice will be given an 
indicative budget based presumably 
on how much secondary care activity 


The commissioning of substance misuse 
services: responding in a businesslike fashion 



created a large increase in the 
number of episodes of treatment for 
certain conditions. This in turn 
has led to financial difficulties 
in many PCTs. The intent is 
that GP practices’ 
indicative budgets for all 
conditions will be 
limited, so that they, in 
effect, decide which 
patients are referred to 
hospital for which 
conditions and thereby limit 
the amount of treatment given 
by secondary care (under an 
activity based contract the 
purchaser can limited e.g. the 
number of follow-up appointments 
after a treatment intervention). In the 
future when the pooled treatment 
budget is no longer ring-fenced, there 
is a possibility that a GP may decide 
to purchase a hip operation over 
methadone maintenance, for 
example. 

It is likely for example that in 
many PCTs, limitations will be placed 
on this model. GPs will become more 
involved in the commissioning 
process, but asked to pool all their 
indicative budgets into a small 
number of pots to decide where and 
how it is spent. It is, however, likely 
that they will have more say as to 
which services are commissioned. 


How statutory substance misuse 
services should respond 

Healthcare is undergoing massive 
changes in the way it is 
commissioned, as well as reforms 
such as plurality of providers and 
Payment by Results amongst others. 
There will be a degree of uncertainty 
for the foreseeable future about what 
will happen. However, there is a 
clear direction of travel in healthcare 
reform since Mrs Thatcher introduced 
the internal market in the NHS. This 
cannot be ignored. As initial steps we 
would suggest a not exhaustive list, 
but perhaps an exhausting one if you 
are not already doing this: 


1. Participate in tariff setting meetings 

2. Work closely with the PCT and 
Commissioners 

3. Collaborate with the significant GPs 
interested in addiction in your 
area. 

4. Work closely with the managers of 


The 

Department 
of Health 
has been 
clear that it 
will not be 
explicit. 


they have. This will be linked to the 
tariffs currently being set up by the 
NTA. For example, if methadone 
maintenance treatment has a tariff in 
secondary care of £3,000 a year, and 
a GP practice has 10 patients in 
secondary care methadone 
maintenance they will hold an 
indicative budget of £50,000, which 
theoretically they control. 

GPs will have a choice as to 
where this indicative budget is spent. 
Firsdy, as the DH intends (although 
not practical at present), each 
practice should have a choice of 5 
providers of this service - including 
one independent sector provider. If 
the patient moves from one service 
provider to another their £5,000 will 
follow them. Theoretically, such 
competition will force providers to 
improve their service and reduce 
costs, possibly giving the under¬ 
spend back to the funding GP 
practice. Secondly the GPs could 
decide to provide the secondary 
methadone maintenance themselves 
(provided they met required 
standards) and again reinvest any 
savings made in their practice. 

A key problem for secondary 
services with PbC is that although the 
DH talks about PbC being a means of 
improving the quality of services, it 
also fulfils a role in controlling costs. 
Currently, with Payment by Results 
(PbR), NHS trusts have made many 
of their services much more patient- 
friendly and accessible, and this has 
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your addiction services, to ensure 
your services are offering good 
value for money that there is 
clarity over budgets and spending 
of addiction funds. 

5. Be prepared for requests for 
accountability, transparency and 
clarity of end use funding streams 
of all funds provided by 
commissioners (remember any 
savings under PbC arrangements 
by GPs will return to be re¬ 
invested in their primary care 
services) 

6. Be prepared also for more micro- 
management in service lead 
agreements about clinical activities. 

This process may herald a brave new 
world for statutory addiction 
specialists’ services or end up as a 
Titanic mistake. We should know 
soon enough. 

Dr Francis Keaney and Dr Michael 
Kelleher, Consultant Addiction 
Psychiatrists, Addictions Division, 
South London and Maudsley Trust, 
London. 


■ Commissioning The full set of 
activities that local authorities and PCTs 
undertake to make sure that services 
funded by them, on behalf of the 
public, are used to meet the needs of 
the individual, fairly, efficiently and 
effectively. 

■ Practice-based commissioning 
(PbC) Subject to certain caveats, gives 
practices the right to manage an 
indicative budget to provide care for 
their patients. 

■ Foundation Trusts (NHS) NHS 

organisations that are run as 
independent, public benefit 
corporations, controlled and run locally, 
with increased freedoms to decide 
how best local services should be 
delivered 

■ Payment by Results (PbR) A 

scheme that sets fixed prices (a tariff) 
for clinical procedures and activity in 
the NHS whereby all trusts are paid the 
same for equivalent work. 

■ Tariff A fixed price which 
determines how much payment NHS 
providers receive for specific treatments 

■ Activity-based contracts A process 
by which funding is allocated to NHS 
Trusts based on the actual 
amount/nature of care and treatment 
provided to patients and/or the actual 
number of patients treated 

■ Indicative budget A nominal 
budget held by GPs, but whose cash is 
held by the PCT 

■ Plurality of providers Multiple 
providers competing to provide the 
same service 



Have you got views on the NPfIT then? 

Always thought our politicians could do with a good workout! Too many late nights, too much chortling in the commons’ bar and 
being ushered around in the ministerial car can’t be good for your health and fitness. 

Do you have to be so uncouth all the time? I’m referring to the NHS national programme for IT that’s being introduced across the 
country. That’s if the providers of the systems don’t keep getting into debt and giving it up as a bad job. 

That’s a bit of shame. Always gone for the fuller figure me-self! Suppose we don’t want our establishment figures looking too 
corpulent though - might turn the public off even more. We’re a democracy after all - no reason why our representatives shouldn’t 
make use of all them Health Trainers, particularly if their computers aren’t going to work. 

Look, in an age where the UK citizens experience more surveillance by its government than any other in Europe, I’m trying to 
engage you in a debate concerning the world’s largest, non-military, Information Technology programme. 

Why didn’t you say so then? Is this the very same all-singing, all-dancing computer system that is so advanced that it’s got all the 
GPs worried about the obtaining of consent from patients as they fear their details are not secure? 

Exactly! The ten year programme (2002-2012) plans to deliver a number of key elements; Choose & Book system, Electronic 
Transmission of Prescriptions, Quality Management and Analysis System for GPs and a central email and directory service for the 
NHS. At the core of this programme is the commissioning of a system which will make clinical records available to whoever needs 
to care for the patient. The government agency, NHS Connecting for Health, has £6.2bn available to procure selected contracts, yet 
it has been estimated the total cost of the programme may run to £12.4 - £20bn before it is finished 1 . 

Great - that’ll mean everyone will get to know about me athlete’s foot...Hasn’t this government got...hmm...history in this area; I 
remember the Child Support Agency system wasn’t up to much - who knows what will happen when they get into ID cards with bio¬ 
security settings - perhaps they’ll bring in some sort DIY DNA profiling kits at the pharmacy. Mr. Blunkett could... 

Very good, we are able to hold a civil conversation on the merits of NPfIT after all! You’re in esteemed company, the Human Rights 
body, Privacy International has previously voiced its concerns about patient consent and data ownership of the records service 
proposed by NPfIT, awarding them the winner of The Big Brother, Most Appalling Project award, 2004 2 . 

Yeah but the world’s moved on since then... 

Yep in May 2005 the DH set out the principles it intends to apply to address confidentially and in June 2006 the National Audit Office 
acknowledged "a number of practical issues remained to protect confidentiality." Even the Minister responsible for the 
implementation of NPfIT, Lord Warner, has implied as much stating there is need for full consultation regarding the confidentiality 
safeguards. 

Oh that’s all right then - sure to work. Let me get this right... the government has spent years identifying the best IT service 
providers in the land, spent £bns in purchasing the right expertise and knowledge and now some four years on they wish to solve 
"issues of confidentiality" through consultation... 

Oh I wouldn’t worry too much, only 1.3 million staff work in the NHS, and as the timetable has slipped on the implementation many 
of the NPfIT elements the chances are hardly any staff will get to know about your fungal infection. In fact by time NPfIT is fit for 
purpose, your fungal infection will have mutated causing septicaemia, gangrene leading to a bilateral amputation of your legs, 
which will be causally linked to the development of pneumonia and your subsequent demise. Get over it! 

REFS 

1. National Audit Office (2006) Department of Health - The National Programme for IT in the NHS: Report bt the Comptroller and Auditor 
General. London. The Stationery Office 

2. http://www.privacyinternational.org/article.shtml7cmd[347] =x-347-63280 

3. Speech by Lord Warner, Minister of State for Reform (Lords), 15 June 2006: Primary care and patient benefit - Speech to the Local 
Medical Committee Conference of the BMA 

http://www.dh.gov.uk/NewsHome/Speeches/SpeechesList/SpeechesArticle/fs/en?CONTENT_ID=4136363&chk=xNoc8u 

GLOSSARY 

NPfIT A novel scheme to share imtimate details about your health and Lifestyle in real time with 1.3 million strangers.. .and, er, your GP 
Secure Online Database An electronic file that only authorised users, journalists and MI5 can access 

Cost Containment A new government strategy to prevent multi-million pound projects funded by the taxpayer from going more than three 
times over budget before completion 
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Conference tackles the driving issues 


IN OCTOBER, a Methadone and Driving 
Conference was held in Southampton, borne out 
of a desire to see the practicalities of substance 
misuse patients and driving addressed by 
regulatory bodies and by senior clinicians. 

Speakers included Dr Heather Major, Senior 
Medical Adviser at the Drivers Medical Group, 
DVLA; Suzanne Wood, Policy Adviser from the 
Standards and Ethics Team, GMC; PC Jon Lansley 
of the Impaired Driving Unit, Hants Constabulary; 
Dr Michael Farrell, a Consultant Addiction 
Psychiatrist and member of the DVLA Alcohol, 
Drugs and Substance Misuse and Driving Medical 
Advisory Panel; and Dr John Holden, medico-legal 
adviser, Medical Defence Union. 

Perspectives on DVLA regulations, GMC 
guidance and clinical responsibility underpinned 
most presentations, with different emphasis from 
each speaker. However, the information over the 
course of the day was encouragingly cohesive. 

DVLA regulations are clear. Doctors must: 

■ Explain to the patient their legal obligation to 
notify the DVLA of their prescription, and 
advise them to notify their car insurance 
company 

■ Advise the patient not to drive until symptoms 
are controlled 

■ Make sure the patient understands that the 
condition may impair their ability to drive 

■ Follow GMC guidance in notifying the DVLA 
directly if the patient continues to drive against 
advice 

GMC guidance offers additional clarity about 
doctors' responsibilities: 

■ Record clearly that patient has been informed 

■ Monitor whether patient is driving and if 
driving, at major risk 

■ Review the patient's situation regularly 

■ Remember that a patient is responsible for their 
own conduct on the road 

■ Be aware that 'Withholding and Withdrawing 
Life Prolonging Treatment' could apply if a 
doctor withdrew a methadone prescription 
from a patient to their serious detriment 
without clinical justification 

■ Do not forget the 'scope of doctors to exercise 
judgement in applying the standards to 
individual cases.' 

■ Talk to colleagues 

Those speaking with clinical experience 
added valuable insights: 

■ Unlike alcohol, methadone does not, in a stable 
situation, impair driving 

■ Statistics show that issues of driving impairment 
is greater with alcohol, cannabis and 
benzodiazepines than methadone, though 
research does indicate that 30-50% of MMT 
patients have some level of concomitant use of 
other drugs or alcohol 

■ Remember that a significant proportion of 
treatment population do not have licences but 
may be driving 

■ Driving on a commercial basis is a different 
issue 

The tone then changed as PC Jon Lansley 
outlined the police perspective. He works on the 
first Police Impaired Driving Unit in the country, 
concerned with traffic law enforcement and 
education. His overriding message was that, as 
far as the Police are concerned, "there is no road 
traffic offence in having a drug present in the 
body - only if it affects the person's ability to drive." 


Lively group discussions ensued in the afternoon, 
bringing a very useful meeting to a consensus- 
filled conclusion. Panel and delegates agreed that 
the main message was to know and implement 
the regulations with good clinical judgement and 
clear documentation of actions. 

A doctor's priority is clinical responsibility, 
not law enforcement: In the case of a stable client 
who is not using illicit drugs on top, the doctor 
has met his/her responsibility by giving 
documented advice to the patient that s/he 
should report his/her methadone prescription 
to the DVLA. The small number of delegates 
who had reported patients to the DVLA revealed 
that in their experience few disengaged from 
treatment, though in some cases the patient 
refused to deal with the doctor who informed. 

Doctors must exercise judgement on 
individual cases; the regulations are there to 
protect the public, not to be applied in a slavish 
manner. ■ 

Meredith T. Mora, SCAN Project Coordinator 

NB: SCAN advises doctors to examine the 
relevant official guidance on drug and alcohol 
use and driving in making clinical decisions rather 
than referring to this summary, which is intended 
simply to raise awareness of the issues. 
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■ INFORMATION SOURCES 

www.direct.gov.uk/motoring 

www.dvla.gov.uk 

www.gmc-uk.org 

www.bma.org.uk 

www.rcpsych.ac.uk 

www.medicalprotection.org/medical/united_kingdom/ 

www.the-mdu.com/ 
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Disclaimer: SCANbites does not contain official 
practice guidelines, nor is it an official information 
source. Therefore no liability is accepted for any loss 
or damage caused due to any action/inaction taken as 
a result of its contents (except for personal injury 
arising directly due to our negligence). Copyright in 
SCANbites belongs to the publishers and its licensors. 
All rights in SCANbites are reserved. 
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NATIONAL 

Royal College of Psychiatrists’ Faculty of Addictions 
Annual Meeting 3-4 May 2007, Holiday Inn, Belfast 
Contact: Sally Fricker, College Conference Office 
Tel: +44 (0) 20 7235 2351 x145 / 
sfricker@rcpsych.ac.uk 

Sixth Annual Addiction Psychiatry Meeting for 
Specialist Registrars and Newly Appointed 
Consultants 7-8 June 2007, Francis Hotel, Bath 
Contact: Amy Wolstenholme, SCAN Administrator 
Tel: +44 (0)20 72618728 scan@nta-nhs.org.uk 

Royal College of Psychiatrists’ Annual Meeting 

19-22 June 2007, Edinburgh International Conference 
Centre, The Exchange, Edinburgh Contact: College 
Conference Office Tel: +44 (0) 20 7235 2351 x145 

SCAN National Conference September 2007, Venue: 

TBA Contact: Amy Wolstenholme, SCAN Administrator 
Tel: +44 (0)20 72618728 scan@nta-nhs.org.uk 

REGIONAL 

West Midlands Addiction Specialists 10 January 2007 
This meeting includes any doctor working in a specialist 
capacity in the addiction field in the West Midlands. 
Contact: Merce Morell +44 (0)121 678 2356 

East Midlands Consultant Group in Addictions 

2 February 2007 Nottingham Contact Dr Arun 
Dhandayudham 07989 429908 

South East Region Addiction Psychiatrists’ Forum 

23 February 2007 This meeting was set up by South 
East addiction psychiatrists, in partnership with SCAN 
and the NTA. The biannual meeting is hosted by the NTA 
and is an opportunity for training and networking for 
colleagues as well as updates from the supporting 
organisations. Contact: Dr John Crichton 
john.crichton@wht.nhs.uk 

North Eastern Region Addiction Specialists 1 Group 

2007 dates TBC This forum was set up by North East 
region addiction psychiatrists with the support of SCAN. 
The meeting is open to all North East, Yorkshire & 
Humber and East Midlands region consultant 
psychiatrists, specialist registrars, associate specialists, 
and staff grade doctors who work in a specialist NHS 
substance misuse service. The meeting provides the 
opportunity for addiction specialists to network and 
share good practice, and to discuss local and regional 
policy issues with each other, and with SCAN and the 
NTA. The chair is Dr Tom Carnwath. The forum is held 
every four months and runs from 12-4:30pm in 
Darlington. Contact: Dr Tom Carnwath 
thomas.carnwath@cddps.northy.nhs.uk 

Eastern Region Addiction Forum 2007 dates TBC 
The East Anglia consultants 1 group includes Specialist 
Registrars with a career interest in the addiction field. The 
group meets every 2-3 months in Cambridge combines 
a teaching event (usually with an outside speaker) with 
informal networking. Contact: Dr Mervyn London 
mervyn.london@cambsmh.nhs.uk 

London Drug Dependence Consultants’ Group Meeting 
2007 dates TBC The LDDCG meets quarterly and its 
constituency is London addiction consultants. It is 
chaired on a rotational basis and is convened by 
Professor Hamid Ghodse. Contact: hghodse@sgul.ac.uk 

South West Substance Misuse Specialists’ Group 

2007 dates TBC The group meets quarterly, usually at a 
venue central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. Contact: Dr Alison 
Battersbyalison.battersby@pcs-tr.swest.nhs.uk 


SCANbites editorial team 

Editor-in-Chief Colin Drummond Production Editor 
Tom Phillips Features Editor Meredith T. Mora 
Administration and Distribution Amy Wolstenholme 
SpR Editor Mohammad Faizal 

Contact: SCAN, 8th Floor, Hercules House, Hercules 
Road, London SE1 7DU | scan@nta-nhs.org.uk 
Tel 020 7261 8728 Fax 020 7261 8883 

www.scan.uk.net 
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